Seventy five consecutive users of the Leeds disabled living foundation were surveyed. Two thirds of these users were at least moderately severely disabled. Forty eight ofthe 65 people (74%) who completed the questionnaire were recommended aids, and 33 had received some at the end of the survey. Only 10 of 28 people had received recommended adaptations.
Introduction
Disabled living centres have existed for some 16 years, and although there are perhaps not as many as are needed and the Royal College of Physicians' Report' recommends one per district, they are nevertheless spread across the United Kingdom and are also to be found in many areas of the world.
The first centre was the Disabled Living Foundation, which opened in London in 1971 . All other centres are modelled on it to some extent and provide a similar type of service to disabled people and to professionals in rehabilitation. Not much research and evaluation ofcentres have been carried out, though Jeff and Chamberlain reviewed those that were in existence in 1977 on behalf of this unit,2 and more recently Aina carried out a study of the centre in Southampton.3 The general consensus among staff of centres is that they enable disabled people to look at and try out technical aids and equipment which may reduce their handicap and improve their independence. Professional help is always available from the centres, usually from qualified physiotherapists and occupational therapists. In addition, most centres aim at educating professionals in the surrounding area. Staff in many centres are concerned that they are not reaching all those who need them. 4 This study was designed to provide information about disabled visitors to one centre over a defined short period. We wished to have a profile of these people and investigate the results of their visits, hoping that such information would be helpful to the centre staff and its council.
Method
A structured questionnaire was designed and piloted for the use of staff and visitors to the disabled living centre and the survey conducted by one researcher (JG), who was not a member of the staff, during 1986. Part I of the questionnaire was completed by the therapist employed by the centre after she had finished with the disabled visitor. Biographical details were supplemented by information given by the visitor concerning the diagnosis, type and degree of disability, use ofaids and equipment, and route ofreferral. Part II of the questionnaire was given to the visitor to be completed when all aids and equipment had been in use for two weeks. If visitors did not return the questionnaire they were contacted at three months and again at six months. Information was sought on what action was taken after the visit to the centre to determine which aids and adaptations had been ordered, which had been obtained, what the delay was, and how satisfactory the visitor found them.
To get an idea of the degree of disability visitors were asked to grade their level of dependence in feeding, cooking, bathing, toileting, dressing, walking, use of stairs, and participation in hobbies on a 10 point scale: 0, total dependence; 5, needing some help; 10, totally independent with or without aids. Intermediate gradings were used. As regards satisfaction with the aids supplied the user was asked to grade this on a four point scale: 4, highly satisfactory; 3, satisfactory; 2, fairly satisfactory; 1, unsatisfactory.
Results
Seventy five consecutive visitors to the centre took part in the survey, 65 completing the questionnaire, giving a response rate of 86%. The sample consisted of 51 (68%) females and 24 (32%) males whose ages ranged from 2 to 85 years. The average age of the females was 59 years, some six years older than the males. Visitors knew about the centre from various sources, principally occupational therapists'. Three general practitioners had told patients of the centre, as had one hospital doctor. Several visitors received information from newspapers, TV, and posters'(distributed to all general practitioners when the centre opened). The referrals to the centre came predominantly from occupational therapists. Over a quarter of visitors (28%) had referred themselves. Four had visited the centre before, 16 came for "a general look round," but 45 (69%) had a specific problem to be solved.
PROFILE OF DISABILITY
Visitors had a great number of physical disabilities and appreciably impaired mobility: 23 (35%) stated that they were unable to move around every room of their house, and 41 (63%) were unable to manage the stairs. The level of disability outside the home was considerable (table II) , and a considerable number used mobility aids: 21 (42%) used a wheelchair inside the house and 36 (55%) outside the house, and 25 (38%) used sticks or crutches. Decreased mobility was also reflected in the low scores for the use of stairs and participation in leisure activities. Table III shows that most were able to feed themselves, but many had difficulty with cooking, and bathing in particular. Using the same crude grading of physical ability, the visitors divided almost equally into three groups of slight, moderate, and severe disability (table IV) . This is reflected in the use they had made of many statutory services during the year immediately before their visit. Table V shows a considerable dependence' on district nursing and home help (daily) services, 'with many also having used intermittent services of therapists, chiropodists, and social workers. Most (63%) visitors needed more than one service, indicating the severity or multifactorial nature of their disability, or both. BMJ VOLUME 297 Before their visit to the centre 50 (77%) visitors were already using some aids or equipment, principally small aids and mobility aids; 36 (55%) already had some form of adaptation installed in the home, mainly rails and ramps.
After assessment at the centre many aids and adaptations were recommended to visitors. Forty eight visitors were considered to need aids (usually several), and 29 of these referred themselves to the relevant local authority or community health department or purchased the item themselves. Ten, however, did nothing at all, and by the end of the survey a further five had not received their equipment either. Less than half had received all suggested articles of equipment, even though most of these were relatively simple and inexpensive (fig 2) . Indeed, a quarter of the aids were obtained privately by the disabled visitors, half were funded from social services, and a few were funded by the health services. The average time to receipt of aids was six weeks. Most visitors appeared to be satisfied with what was provided (average score of 3-2 on a scale of [1] [2] [3] [4] .
Adaptations presented a greater problem. A total of 28 adaptations were suggested, but 18 had not been received by the end of the survey. Nineteen recommended adaptations were stairlifts. Of these, 19 stairlifts had been ordered and seven had been installed at the time we completed follow up. None of these stairlifts had been paid for by the disabled person as far as we knew, in two cases the source of funding was unknown, in five cases the local authority had funded the adaptation. In all of these instances there was considerable delay.
Discussion
There Nevertheless, delay may be very important when disease is rapidly progressive, as in motor neurone disease. It is common to find aids and adaptations arriving after a person has died.8 In Leeds this is often avoided by alerting the disability officer in the social services department, but the diagnosis needs to be known. Open access is a valuable asset of all centres, but it would have been helpful to staff to know the diagnosis-for example, in the five cases where the patient had died during the short period of our follow up.
Disabled living centres do good work and provide information and advice on technical aids for disabled people to both professionals and disabled visitors. They deserve to be better known, and it is the responsibility of professionals, including doctors, to ensure that those in need of the service find their way to a centre. 
Pituitary apoplexy is becoming increasingly recognised as a complication of pituitary adenomas,2 occurring in over 10% of cases.' Manifestations typically include headache, meningeal irritation, and visual loss or ophthalmoplegia, or both, with additional features depending on the extent of spread of hypophysial contents and haemorrhage. In our patient lateral spread caused ophthalmoplegia, whereas spread to the temporal lobe resulted in prolonged dysphasia and memory disturbance. Clinically pituitary apoplexy may be difficult to differentiate from aneurysmal subarachnoid haemorrhage and it may be unsuspected because signs and symptoms of prior endocrine dysfunction are absent in most cases.' Occasionally pituitary apoplexy develops slowly over several weeks, but usually it follows a similar time course to that of aneurysmal subarachnoid haemorrhage and evolves fully within two days.3
